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ABSTRACT
Australian immigration detention centres are in secluded
locations, some on offshore islands, and are subject to
extreme secrecy, comparable with ‘black sites’ elsewhere.
There are parallels between healthcare professionals
working in immigration detention centres and healthcare
professionals involved with or complicit in torture. In
both cases, healthcare professionals are conﬂicted
between a duty of care to improve the health of patients
and the interests of the government. While this duality
of interests has been recognised previously, the full
implications for healthcare professionals working in
immigration detention have not been addressed. The
Australian Government maintains that immigration
detention is needed for security checks, but the average
duration of immigration detention has increased from
10 weeks to 14 months, and detainees are not informed
of the progress of their application for refugee status.
Long-term immigration detention causes major mental
health problems, is illegal in international law and
arguably fulﬁls the recognised deﬁnition of torture. It is
generally accepted that healthcare professionals should
not participate in or condone torture. Australian
healthcare professionals thus face a major ethical
dilemma: patients in immigration detention have
pressing mental and physical health needs, but providing
healthcare might support or represent complicity in a
practice that is unethical. Individual healthcare
professionals need to decide whether or not to work in
immigration detention centres. If they do so, they need
to decide for how long and to what extent restrictive
contracts and gagging laws will constrain them from
advocating for closing detention centres.

Australia has had a legislated policy of mandatory detention of people who arrive without a visa
since 1992, supported by both major political
parties.1 Increasingly, draconian legislation has been
aimed at people seeking asylum, particularly those
arriving by boat.2
Ethical concerns for Australian healthcare professionals working in immigration detention have
been discussed previously.3–6 The major conﬂict of
interest is dual loyalty to patients and to the government or to the private healthcare organisation
contracted by the government to provide healthcare, International Health and Medical Services
(IHMS). All healthcare professionals who work for
IHMS sign restrictive contracts forbidding criticism
of the care provided by IHMS or the government
in either social or mainstream media. Secrecy,
which characterises recent Australian Government
policy on people seeking asylum, itself creates
ethical issues for healthcare professionals. If they
speak up to expose harms to health caused by

immigration detention, they will no longer be
employed and thus unable to directly improve
patient health. They may even face imprisonment:
the Australian Border Force Act 2015 threatens
Government-contracted
workers,
including
doctors, nurses and teachers, with up to 2 years in
prison if they reveal the truth about circumstances
in immigration detention centres.7
Boats of people seeking asylum coming from
Indonesia arrive at Christmas Island, a tiny
Australian territory in the Indian Ocean with a
population of 2000, named for its discovery on
Christmas Day 1643. To avoid its international
responsibility to people seeking asylum and arriving
by boat, reminiscent of Guantanamo Bay, Australia
‘excised’ Christmas Island from the mainland.
Later, with extraordinary sleight of hand and in
contravention to international law, Australia excised
the mainland from the migration zone.2 Some
people who reach Christmas Island by boat from
Indonesia are ﬂown to remote offshore detention
centres on Nauru and Manus Island. The living
conditions for asylum seekers in Nauru, the smallest state in the South Paciﬁc ( population
<10 000), and Manus Island in northern Papua
New Guinea, are extraordinarily harsh (box 1).7–10
A report by the United Nations’ special rapporteur on torture, Juan Mendez, found Australia
guilty of violating the human rights of asylum
seekers on multiple fronts under the Convention
Against Torture and Other Cruel, Inhuman or
Degrading Treatment or Punishment, although he
was not explicit in which way.12 Ex-Prime Minister
Tony Abbott’s response was “Australians are sick of
being lectured to by the United Nations.” The
United Nations deﬁnes torture as
‘… any act by which severe pain or suffering,
whether physical or mental, is intentionally
inﬂicted on a person for such purposes as obtaining from him or a third person information or a
confession, punishing him for an act he or a third
person has committed or is suspected of having
committed, or intimidating or coercing him or a
third person, or for any reason based on discrimination of any kind, when such pain or suffering is
inﬂicted by or at the instigation of or with the
consent or acquiescence of a public ofﬁcial or
other person acting in an ofﬁcial capacity. It does
not include pain or suffering arising only from,
inherent in or incidental to lawful sanctions’.13

In the past, some Australian healthcare professionals have helped force-feed detainees who go on
hunger strike and helped chemically restrain people
for deportation,3 acts that collude with signiﬁcant
infringements of autonomy and human rights.
There is a case that prolonged immigration
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Box 1 Personal experience of Australian immigration
detention
In December 2014, a paediatric nurse and I travelled to Nauru
to consult on children in detention.8 The conditions we
witnessed typiﬁed those described by Goffman as occurring in
institutions such as asylums, prisons and concentration camps,
which he characterises as causing ‘mortiﬁcation of the self’.11
Detainees lacked privacy. Families were housed in adjoining
tents, and guards walk in without warning. Showers and toilets
were up to 120 m away. At night, the long dark walk under the
eyes of guards was enough to deter many women and children,
who wet the bed, then put the mattress out to dry in the sun.
Shower time was limited; guards would offer longer if women
exposed themselves. There was constant bullying and
humiliation. We also observed dehumanisation and denial of
personhood: children and adults coming to the medical centre
are referred to by their boat numbers. When we asked why, we
were told ‘there are too many Mohammads’. Such acceptance
of the normalisation of dehumanisation by healthcare
professionals has been described previously.4 One woman
conﬁded she had been raped at night by a cleaner, but did not
want her husband to know. We organised for a female
psychologist to see her. Next day, the psychologist described
how the woman dressed provocatively and described asking her
why she had not cried out when being raped. This
victim-blaming approach typiﬁed how many International Health
and Medical Services (IHMS) staff had come to see people
seeking asylum as guilty and unworthy of normal human
consideration. The average length of detention of the children
and families was 14 months, and they were still not told when
their applications for asylum would be processed.

detention itself constitutes torture. The government argues that
short-term immigration detention is needed for security checks,
but the average length of detention for those in immigration
detention has risen from 10 weeks to 14 months without any
explanation of the reason.14 Furthermore, detainees are not
informed of when if ever their detention will end, which
renders them powerless and increases stress. Convicted criminals
in prison at least know their release date; in contrast, asylum
seekers, who have committed no criminal offence, are not kept
informed of their fate. There is strong evidence that prolonged
immigration detention results in severe mental health problems
including anxiety, depression, post-traumatic stress disorder,
self-harm and suicidality.15–19 Time in detention correlates with
severity of mental health problems and, despite an initial
improvement after release, the negative mental health impact of
detention persists.18 It could be argued that prolonged detention
of someone convicted of a serious crime could constitute
torture under this argument. However, because asylum seekers
have committed no crime, their imprisonment is unjust, and
their sense of grievance at injustice will likely increase the harm.
In addition, the uncertainty of their future and loss of control
compound the suffering. While the Australian Government does
not specify the intention of prolonged immigration detention, it
is arguably to coerce asylum seekers into voluntarily returning
to their own or another country and to deter others from
seeking asylum. Prolonged detention without trial is illegal in
Australia, as in most other democratic countries, and can be
2

challenged in law with a writ of habeas corpus.20 Severe harms
that befall asylum seekers as a result of prolonged immigration
detention arguably fulﬁl the deﬁnition of torture in being suffering that is intentionally and unlawfully inﬂicted through agencies inﬂuenced by the Australian Government with the intention
of coercion and deterrence.
Healthcare professionals have a clear responsibility not to participate in or condone torture.21 22 The US Central Intelligence
Agency still maintains that atrocities perpetrated post-9/11 were
not torture because techniques such as waterboarding were developed by psychologists and overseen by doctors.23 The Hippocratic
Oath declares, ‘I will use treatment to help the sick according to
my ability and judgment, but never with a view to injury and
wrongdoing’. How do doctors ever become complicit in torture?
First, authorities tell doctors that they are immune from prosecution and are fulﬁlling a vital role protecting their country against
terrorism.21 Institutions are often offshore, out of sight and mind,
so-called ‘black sites’.21 It is chilling that the majority of Nazi concentration camps were outside Germany. The offshore detention
centres used by Australia are clearly ‘black sites’.
Incidentally, doctors working in institutions practising torture
have another conﬂict of interest: they usually receive signiﬁcant
ﬁnancial and career incentives.19 21 Financial conﬂict of interest
is relevant to IHMS that remunerate staff well.
Many Australians argue that what happens to people seeking
asylum who are placed in detention cannot be compared with
the waterboarding and other atrocities perpetrated in Abu
Ghraib.24 It might be argued that there are degrees of torture,
and what happens to people in immigration detention is less
morally reprehensible than what happens to other innocent
persons in prisons throughout the world, such as political prisoners. Short-term detention does not fulﬁl the United Nations’
deﬁnition of torture, whereas long-term detention does.
However, grading severity of torture is potentially hazardous:
are we to wait until people have been in immigration detention
long enough to constitute torture? Involvement of healthcare
professionals in prolonged immigration detention is at least
analogous to healthcare professional involvement in torture. If
prolonged immigration detention does constitute torture, then
are healthcare professionals morally justiﬁed in working in such
a system at all? The major moral argument in favour of working
with people in immigration detention is to provide best possible
healthcare and that not to do so would involve a dereliction of
a healthcare professional’s duty of care. This is a strong argument. Healthcare professionals have contemplated boycotting
working in immigration detention centres, that is, instituting a
call for healthcare professionals to refuse to work in immigration detention.7 The ethical issues have been discussed previously.5 A boycott would almost certainly not be successful in
improving the health of detainees in the short- or long term,
which does not necessarily alter its moral weight. The tension
between care and collusion has been discussed previously.3–6
Healthcare professionals looking after detainees face a moral
conﬂict between their primary obligation to the patient and
their obligations to institutions and employers.25 It could be
argued that healthcare professionals in immigration detention
centres are ideally placed to work towards better conditions for
detainees. IHMS use this justiﬁcation for working with the
Australian Government.26 The Red Cross uses a similar argument and never addresses politics, although it does not have a
comparable ﬁnancial conﬂict with IHMS. In contrast, Médecins
Sans Frontières argue that they will not provide healthcare to a
country unless they are free to comment on political factors
affecting health. It could be argued that doctors and nurses have
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a moral duty both to serve and to speak out. The testimony of
those who have witnessed what happens in detention centres is
sought by mainstream media and apparently carries more
weight with the public. However, the restrictive contracts and
legislation in Australia mean that those who do speak out will
not be re-employed in detention centres and face possible
retribution.27
Australian healthcare professionals can and do currently advocate for the closure of or release of children from immigration
detention centres on healthcare grounds. Each individual practitioner faces the moral dilemma of whether to work in immigration detention at all and effectively condone what amounts to
torture, and if they do work there, they must decide for how
long and to what extent they report on harms.
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